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Abstract

There is limited research on vicarious trauma among therapists who treat sexual offenders and
who have a personal history of sexual abuse (Cunningham, 2003). The purpose of this study is
to identify how a personal history of sexual abuse, and specific characteristics of the sexual
abuse therapists have experienced, may influence the experience of vicarious trauma among
therapists who work with sex offenders. The study surveyed clinicians who work with sex
offenders in order to examine the relationship between their experiences of sexual abuse and
vicarious trauma. The survey included a demographic questionnaire, the Secondary Traumatic
Stress Scale (STSS), and a personal history questionnaire, to explore the relationships among
specific sexual abuse histories and the presence and severity of vicarious trauma. The findings
add to the existing research on the prevalence of sexual abuse among therapists who work with
sex offenders, as well as sexual abuse characteristics related to the presence and development of
vicarious trauma. These results helped provide information and supportive services to therapists
who work with sex offenders, with the goal to alleviate some of the detrimental effects
associated with vicarious trauma.
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Introduction

As early as 1990, McCann and Pearlman identified vicarious trauma as changes that
occur in a therapist in response to working with individuals who have experienced sexual trauma
(McCann & Pearlman, 1990). However, much of the research on vicarious trauma has focused
on therapists who work with victims of sexual abuse, with fewer studies examining the impact on
those who treat the perpetrators (Ennis & Horne, 2003). According to Abel (1983),
One cannot ignore the very personal impact of working day in and day out with rapists,
and potential rapists. The recounting and exploring of the details of such violent fantasies
and atrocious acts in effect serve to surround the therapist in an emotional world of
violence on top of violence. (p. 283)
Because relatively little attention has been provided to individuals who provide therapy to
perpetrators of abuse, such as sexual offenders, little is known about specific risk or protective
factors for vicarious trauma among therapists who work with sex offenders. A therapist’s
personal history of sexual abuse has been shown to be a risk factor for vicarious trauma among
therapists who work with sexual assault survivors (Cunningham, 2003). If we learn that this is
also a risk factor for therapists who work with sex offenders, that information could be used to
help develop prevention strategies specific to this population.
Research on the experiences of therapists who work with sexual offenders has improved
our understanding of the impact of vicarious trauma on these therapists (Sheehy Carmel &
Friedlander, 2009). Farrenkopf (1992) found that the emotional impact experienced by therapists
who work with sex offenders not only influenced their therapeutic relationships, but also
personal relationships. For example, 29% of the therapists reported increased hypervigilance,
suspiciousness of others, and feeling more protective over their family’s personal safety
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(Farrenkopf, 1992). Understanding how vicarious trauma impacts therapists of sexual offenders
is important in providing supportive resources to therapists. Whereas researchers have identified
protective factors (i.e., holistic self-care, active optimism, and development of mindful selfawareness) and risk factors (i.e., childhood maltreatment) for vicarious trauma in therapists who
work with sex offenders (Harrison & Westwood, 2009; Way et al., 2007), there is little
understanding of how prior histories of personal sexual abuse influence the presence and severity
of vicarious trauma. Therefore, research addressing therapists’ personal history of sexual abuse
may assist in further delineating factors that influence vicarious trauma in therapists who work
with sex offenders.
While research has identified how personal histories of sexual abuse may influence
therapists who work with sex offenders, one limitation of the current literature is that the
definition and measures of vicarious trauma differ across studies, and many studies examine
general trauma histories as opposed to therapists’ sexual abuse histories (Way et al., 2007).
Furthermore, although several studies have found a relationship between personal history of
trauma and vicarious trauma (Cunningham, 2003; Follette et al., 1994; Kassam-Adams, 1995;
Pearlman & MacIan, 1995; VanDeusen & Way, 2006), other studies did not (Adams et al., 2001;
Schauben & Frazier, 1995; Way et al., 2004). However, as noted by Cunningham (2003), only
one study to date of which I am aware has specifically examined the relationship between
clinicians’ experiences of sexual abuse and vicarious trauma among therapists who treat
survivors of sexual abuse. Little research specifically examines the detailed characteristics of
sexual abuse histories, which may affect vicarious trauma. For example, specific characteristics
of the sexual abuse may be related to higher or lower rates or severity of vicarious trauma among
therapists who work with sex offenders. Some characteristics that might be important include
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the type of sexual abuse (verbal, exhibitionism, rape, etc.) the therapist experienced, the
therapist’s relationship to the abuser (family, stranger, spouse, etc.), the age(s) that sexual abuse
was experienced, and the number of the times the sexual abuse occurred. These characteristics
may affect the vulnerability, intimacy, and frequency of the offenses, and therefore their impact
on the therapist.
Vicarious Trauma
McCann and Pearlman (1990) first defined vicarious traumatization as painful and
disruptive psychological effects for therapists who work with victims of sexual violence that may
exist for months or years after the work. These changes are expected to influence the therapists’
sense of self, behavior, worldview, interpersonal relationships, and spirituality. Pearlman and
Saakvitne (1995) identified vicarious trauma as a therapist’s inner experiences being transfigured
due to empathic engagement with a clients’ traumatic accounts. Kadambi & Truscott (2003)
distinguished between burnout and vicarious trauma, and described burnout as temporary and
preventable, whereas vicarious trauma is permanent and inevitable. However, Pearlman and
Saakvitne (1995) suggest that burnout and vicarious trauma intersect and may interact, causing
disturbances in the therapist’s cognitive conceptualization of self, worldview, and interpersonal
relationships, which could be profound and long lasting. Figley (1995) suggested that
‘compassion fatigue,’ a form of empathetic engagement, was the most suitable term to define
secondary traumatic stress effects because it was less stigmatizing compared to ‘burnout’ or
‘secondary traumatic stress’. Meanwhile, Stamm (1997) noted that there is no consistent term
for vicarious trauma that is used consistently, and that the terms ‘compassion fatigue,’ ‘secondary
traumatic stress,’ and ‘vicarious trauma’ may be interchangeable.
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The term vicarious trauma will be used for the purpose of this research, as supported by
Moulden and Firestone (2007) who claimed that among these similar terms,
the term vicarious traumatization (VT), coined by McCann and Pearlman (1990), will be
used because it is the most widely referred to in both the victim and perpetrator
literatures, reflects the cumulative nature of the impact of secondary trauma, and invokes
the concept of experiencing the feelings of another as if one has experienced them
directly, resulting in the traumatic reactions observed in the treating therapist. (p. 68)
In addition to understanding the meaning of vicarious traumatization, it is important to
understand the rate at which vicarious traumatization occurs among therapists who work with
sex offenders in order to obtain a complete picture of the problem. Kadambi and Truscott (2003)
surveyed 91 therapists who primarily worked with sexual offenders. On the Maslach Burnout
Inventory, 24% of their participants were scored as having a “moderate to severe stress response”
(p. 216) in response to their work with sexual offenders, with higher scores most common on the
Emotional Exhaustion and Depersonalization scales.
Between 1992 and 1994, Rich (1997) surveyed 135 therapists working with survivors and
perpetrators of sexual abuse. The therapists responded to a questionnaire that gathered
demographic information, life experiences, and asked open-ended questions regarding the work
of the therapist; 62% of these professionals reported that they had experienced vicarious trauma.
Way et al. (2004) examined vicarious trauma among 347 therapists (therapists working with sex
offenders = 252, and therapists who treat survivors of sexual abuse = 95) utilizing The Impact of
Event Scale (a frequently used measure of PTSD symptoms) and found that 52% of the total
sample scored in the clinical range for PTSD symptoms. There were no differences in severity
of PTSD symptoms between therapists who work with sex offenders and therapists who treat

VICARIOUS TRAUMATIZATION

12

survivors of sexual abuse. The authors speculated that the lack of differences between the two
therapist groups in vicarious trauma might be a result of similarities in the information disclosed
by the two different groups of clients.
Edmunds (1997) included 276 therapists who worked with sex offenders in a study
intended to identify the impact of this work and found that 29% of the participants identified
symptoms related to burnout, including increased emotional, physical, and psychological
distress. Using a sample of 98 therapists who were members of the Association for the
Treatment of Sexual Abusers (ATSA), Jackson et al. (1997) studied the impact of their work as
therapists who work with sex offenders. Among other personal and professional changes that
occurred in response to their work, the therapists identified experiencing disturbing intrusive
images of sexual violence, fear for their own safety, and alterations in their own sexual behavior
as a result of their work with sexual offenders (Jackson et al., 1997). This study provides an
example of the many impacts of vicarious trauma on therapists who work with sex offenders.
Impact on Therapist
Although each therapist may experience vicarious trauma in different ways, researchers
have found common experiences of vicarious trauma. Farrenkopf (1992) created a structured
questionnaire to assess the impact on therapists of working with sexual offenders. After
surveying 24 experienced therapists, Farrenkopf (1992) concluded that significant psychological,
emotional, and behavioral changes occurred as a result of the therapists who work with sex
offenders’ work. Kadambi and Truscott (2003) surveyed 91 therapists who work with sex
offenders to gather information on mitigating factors and the relationship to vicarious trauma and
found that therapists experienced changes including disrupted cognitive schemas, avoidance
symptoms, symptoms of psychological trauma, difficulties with trust and intimate relationships,
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and depressed moods as a result of their work. Wilson and Lindy (1994) concluded that the
experience of vicarious trauma in therapists who work with sex offenders was comparable to
Post-Traumatic Stress Disorder (PTSD). Researchers have investigated a variety of effects of
vicarious trauma on therapists who work with sex offenders, including emotional, psychological,
physical, and sexual impacts.
Emotional Impact. In a review of literature on the risk of working with people who
have committed sex crimes, Catanese (2010) summarized emotional signs of vicarious trauma in
therapists who work with sex offenders, including abrupt changes in mood, irritability,
pessimism, anxiety or sadness, and extended feelings of grief. In the study previously described,
Rich (1997) reported that frequently identified symptoms included difficulties in coping with
work-related stress, discouragement, anxiety, depression, distressing images of traumatic
material, and feeling “at odds” with the world. While Rich (1997) provided information
regarding the prevalence of vicarious trauma, limitations in this study included the therapists’
self-identifying as vicariously traumatized, which may impact the validity and reliability of the
results (Kadambi & Truscott, 2003). For example, it is possible that therapists may under-report
emotional symptoms related to vicarious trauma due to the nature of the field and possible
stigma of mental illness among therapists (Catanese, 2010; Kadambi & Truscott, 2003).
Cognitive Impact. As previously noted, vicarious trauma can alter the way an individual
perceives life and the world in general, even prompting individuals to second guess humanity
and the self (Catanese, 2010). For example, individuals may begin to experience a loss of
purpose, see the world as unsafe, or have a cynical view of others (Catanese, 2010; Rich, 1997).
Several authors have reported changes in therapists who work with sexual offenders that relate to
vicarious trauma including: how the therapists identify themselves (e.g., loss of identity),
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psychological needs (e.g., disrupted cognitive schemata), belief systems (e.g., loss or change of
previously held beliefs; Pearlman & Saakvitne, 1995), depersonalization (Kadambi & Truscott,
2003), intrusive thoughts, avoidance (e.g., use of alcohol), hyperarousal or hypervigilance
(Moulden & Firestone, 2007; Pearlman & Mac Ian, 1995) and disruptions in cognitions about
self-esteem and self-intimacy (e.g., cynical thoughts; Pearlman & Mac Ian, 1995).
Physical Impact. The stigma of having mental health problems may make it easier and
less threatening for therapists to address the physical symptoms of vicarious trauma in
themselves rather than the emotional elements (Catanese, 2010). Such physical symptoms may
include headaches, hives or rashes, indigestion, migraines, ulcers, and even serious symptoms,
such as heart attacks or strokes (Catanese, 2010). For example, Yusuf et al. (2004) examined the
impact of general trauma on cardiovascular disease. The authors concluded that psychosocial
factors, such as significant life events that could be connected to the presence of PTSD,
accounted for about one third of the population attributable chance of heart attacks. Although
Yusuf et al. (2004) examined the physical effects of PTSD in the general population, it is
possible that these effects could exist for therapists who work with sex offenders with vicarious
trauma as well.
Sexual Impact. Researchers have also examined how vicarious trauma has impacted
therapists who work with sex offenders in their personal sexual lives. In two similar surveys of
therapists who work with sex offenders (Bird-Edmunds, 1997; Rich, 1997), researchers found
that therapists frequently experienced intrusive images of their clients’ sexual offenses while
engaging in their own personal sexual activity, and also experienced changes in their fantasy and
sexual activities (i.e., decreased sex drive and diminished sexual interest). To further support
these findings, Ellerby, Gutkin, Smith, and Atkinson (1993) found that therapists who work with

VICARIOUS TRAUMATIZATION

15

sex offenders identified feeling distracted during sexual contact, found that some had even
prematurely ended or avoided sexual contact altogether, as a result of previous exposure to
sexually deviant material in the workplace.
Farrenkopf (1992) surveyed 24 therapists (83% male and 17% female) who worked with
sex offenders in Oregon and found that some therapists noted they avoided love-making on days
that they worked with sexual offenders. Seventeen percent reported acting “sexually more
considerate of their partners” (p. 219). Farrenkopf (1992) reported that female therapists who
work with sex offenders and had a personal history of sexual assault may experience resensitization and heightened negative attitudes towards men in general, not only their clients.
Although this study is helpful in providing initial data about the experiences of therapists who
work with sex offenders, Farrenkopf’s (1992) study has several drawbacks that limits the
veracity of his findings, such as the small number of total participants (n = 24), and more
specifically, the small number of female therapists (n = 4). Jackson et al. (1997) also found that
48% of participants reported changes in sexual behaviors that were attributed to their work with
sexual offenders. Of these, 27% identified a decrease, 4% noted an increase in sexual interest or
activity, and 17% noted other changes in sexual behavior.
Although trauma-related symptoms appear to impact therapists who work with sex
offenders in a variety of ways and at multiple levels, it is unclear how and why these factors are
related to vicarious trauma. As emphasized by Figley (2004) and Pearlman (2004), the empirical
literature on specific influences contributing to vicarious trauma, factors that might prevent
vicarious trauma, or the ability to ameliorate the harmful effects of vicarious trauma are all
lacking. Furthermore, whether therapists who work with sex offenders are impacted differently
by their clients’ disclosures compared to other therapists is uncertain. For example, Kadambi
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and Truscott (2003) found no significant differences in vicarious trauma among therapists who
work with sex offenders compared to a group of mental health professionals who attended a
trauma training workshop. However, Abel (1983), Ellerby (1997) and Farrenkopf (1992) all
suggested that therapists who work with sex offenders may be more susceptible to vicarious
trauma compared to other therapists, due to the severity of their clients’ problems, recidivism
rates among clients, and threats to therapists’ personal safety.
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Risk Factors for Vicarious Trauma
The symptomology and level of life disruption as a result of vicarious trauma differs
among therapists depending on their personal resources (McCann & Pearlman, 1990). In
addition to understanding the meaning of vicarious trauma and the impact on therapists working
with sexual offenders, it is crucial to be familiar with what appears to influence therapist
susceptibility to and severity of vicarious trauma, including risk factors for vicarious trauma.
Demographic Factors
Demographic factors such as age, length of time as a therapist, gender, and abuse history
are potentially related to a therapists’ susceptibility to vicarious trauma. However, Bach and
Demuth (2018) reported that, “no clear patterns have emerged so far [relating demographic
variables to vicarious trauma]. Generally, such studies may provide basis for further research but
their utility in terms of explaining individual differences appear to be low” (p. 502). However,
some research has investigated the relationship between specific demographic variables and
therapist vicarious trauma.
Gender. Little research has explored the correlates and effects of gender differences in
therapists who work with sex offenders (Moulden and Firestone, 2007). Furthermore, many of
the studies examining the role of gender of therapists who work with sex offenders in relation to
vicarious trauma have only included women (e.g., Schauben & Frazier, 1995), or have not
compared men and women (Pearlman & Mac Ian, 1995) in terms of the effects on vicarious
trauma (Way, et al., 2007).
In a study that did examine the role of gender, Way et al. (2007) surveyed members of
two professional organizations: ATSA and the American Professional Society on the Abuse of
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Children (therapists of survivors: N = 113; therapists of offenders: N = 270) about their
demographics and experiences of trauma and found that male therapists in both groups reported
greater disruption in cognitions about themselves (i.e., self-esteem and self-intimacy) compared
to the female clinicians. Similarly, VanDuesen and Way (2006) found that among therapists who
work with offenders, men experienced higher disruption in cognitions about trust of others and
intimacy with others compared to women. In a small-scale meta-analysis, Baum and Moyal
(2018) found also found that male therapists who work with sex offenders experience
significantly higher levels of vicarious trauma compared to their female counterparts. Shelby et
al. (2001), on the other hand, investigated burnout among 86 therapists who work with sex
offenders and found no significant gender differences in burnout. Jackson et al. (1997) also
found that gender was not related to therapists who work with sex offenders’ reactions or
experiences with vicarious trauma but noted that low response rate among highly burnt-out
clinicians might account for these results. However, they also noted that these results were
similar to previous research that also implemented the use of standardized measures.
Age. Way et al. (2007) found that younger therapists providing sexual abuse treatment
(to both perpetrators and victims) reported significantly greater disruption in perceptions about
self-intimacy (described as the emotional closeness with oneself) compared to older clinicians.
Clarke (2011), in a review article on best practices, also suggested that younger therapists,
especially under the age of 25 years old, may experience higher levels of distress. As minimal
research has focused on the effects of age on vicarious trauma in therapists who work with sex
offenders, research has also lacked a clear definition of age (e.g., how old are “younger”
therapists?). Therefore, further examination of age as a risk factor for vicarious trauma is
warranted.
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Practice Setting. Shelby et al. (2001) studied 86 therapists who work with sex offenders
to identify factors that may contribute to burnout and found that therapists who worked in prison
or inpatient settings (43% of the sample) experienced higher levels of burnout than those in
outpatient settings. A possible explanation for this finding is that sex offenders in prison or
inpatient settings are often considered more dangerous, in comparison to outpatient group
therapy settings (Shelby et al. 2001). The authors noted that the treatment setting, and not gender
or percentage of clients being treated who were sex offenders, was the only factor they
investigated that significantly predicted burnout and concluded: “These findings suggested that
the work setting could be the most powerful moderator, with regards to work-related stress
among therapists who work with sex offenders” (p. 505).
Similarly, Moulden and Firestone (2007), in their review of the literature on therapists
working with sexual offenders, reported that therapists working in prison settings and secure
environments consistently reported higher levels of vicarious trauma compared to sexual
offender therapists in community-based settings. Ellerby (1998) found that therapists working
primarily in institutional settings, such as prisons, reported higher levels of depersonalization
(feelings of disconnect or detachment from oneself), in comparison to therapists working in
community settings, whereas therapists working primarily in the community identified a stronger
sense of personal accomplishment in comparison to individuals working primarily in institutional
settings. Higher levels of distress and vicarious trauma among therapists working in secure
facilities may be due to more regular contact with clients who experience more severe mental
health problems or may be because these environments are often stressful and focused on
punishment (Ellerby, 1998). Furthermore, clients seen in a secure facility are more likely to be
mandated to engage in therapy or engaged in therapy as a means of early release, which could
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contribute to increased frustration and stress for the therapist (Ellerby, 1998). Overall, most
research suggests that working with sex offenders in secure settings and prisons significantly
increases the risk for vicarious trauma for therapists.
Professional Experience. Way et al. (2004) found that therapists who work with sex
offenders providing sexual abuse treatment for a shorter length of time identified higher levels of
vicarious trauma compared to more experienced therapists, including increased avoidance,
intrusive imagery, anxiety, dissociation, and other trauma symptoms in the less experienced
therapists. The authors noted, however, that therapists most affected by vicarious trauma may
have left the field prematurely and therefore would not have been included in the study, such that
length of time in the field may actually reflect an interaction between experience and other
factors making therapists better able to do this work (Way et al., 2004).
Other research has concluded that therapist experience is not associated with levels of
vicarious trauma. Kadambi and Truscott (2003) found no relationship between years of
experience and levels of vicarious trauma in a sample of 91 therapists working primarily with
sexual offenders. To further support these findings, Shelby et al. (2001) found no association
between burnout and length of time in the field among 86 therapists working with sex offenders.
Slightly higher levels of personal accomplishment were found among more experienced
providers, “suggesting that those who choose to continue working with sex offenders for many
years may believe their work is worthwhile and effective” (p. 214).
In sum, Way et al. (2004) suggests that working with sex offenders for a shorter length of
time leads to higher levels of vicarious trauma, but additional studies (Kadambi and Truscott,
2003; Shelby et al., 2001) found no correlation between experience and levels of vicarious
trauma. This pattern of findings may be due to the reality that individuals with higher levels of
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vicarious trauma may leave the field prematurely, leaving only therapists who can tolerate this
work without experiencing vicarious trauma, or it may be that there is no correlation between
experience and vicarious trauma.
Personal Abuse and Trauma History
Apart from demographic factors, a variety of therapists individual differences have been
investigated as risk factors for vicarious trauma. As Catanese (2010) noted, “Professionals who
work with sex offenders or victims begin their careers with their own sets of issues, personalities,
and past experiences. As all humans do, they have their own baseline of emotional stability” (p.
36). For example, researchers have examined whether therapists who work with sex offenders’
personal history of abuse or trauma, including sexual abuse, physical abuse, or exposure to
crime, significantly increases the risk of vicarious trauma. Therapists seeing many different
types of clients, not just sex offenders, may have their experience of vicarious trauma affected by
experiences of personal trauma. According to Pearlman and Mac Ian (1995), “trauma-specific
literature tells us that doing trauma therapy can affect therapists negatively and that its effects are
different from those related to doing general psychotherapy” (p. 559).
Personal Trauma Among Therapists in General. Branson et al. (2014) surveyed 163
behavioral health clinicians to investigate the relationship between vicarious trauma and sexual
desire. Clinicians were also asked whether they had ever been the victim of sexual trauma, and
almost half of the respondents (47.2%, n = 77) reported that they had. Pearlman and Mac Ian
(1995), in an investigation of the impact of the traumatic nature of the work on 188 selfidentified trauma therapists, similarly found that 60% (80 women and 32 men) identified having
a history of some form of personal trauma.
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Adams and Riggs (2008) surveyed 129 clinical and counseling psychology students to
explore the relationship between personal trauma histories and vicarious trauma. They found
that 38.7% (n = 50) of participants reported a history of personal trauma in one of the following
categories: natural disaster, combat, violent crime, assault or rape, physical abuse, or physical,
sexual, or emotional abuse. A similar survey of 160 licensed social workers examined how
factors such as personal trauma history, influenced the development of vicarious trauma, and
found that 52 (33%) endorsed having a personal history of trauma (Michalopoulos & Aparicio,
2012).
Across studies, personal trauma history among therapists is common, and in some studies
endorsed by a majority of therapists. However, one limitation of this body of research is that
trauma history is often assessed with a single, yes/no dichotomous question, such as “do you
have a personal history of trauma?” Michalopoulos and Aparicio (2012) note that current
assessment tools used to investigate personal history of trauma among therapists are inadequate:
Although based on previous literature, assessment of personal trauma history with one
item without specific examination of type of trauma or time of event, limits our
understanding of vicarious trauma development … to certain types of trauma
experiences. (p. 662)
However, the limited information that may be obtained by research into the prevalence of
personal trauma among therapists may be enhanced by investigations of how these experiences
may influence the presence of vicarious trauma.
Abuse and Trauma History and Vicarious Trauma in General Therapists. Several
studies have found that clinicians having a personal history of abuse in and of itself does not
predict vicarious trauma among therapists in general (Adams & Riggs, 2008; Follette et al, 1994;

VICARIOUS TRAUMATIZATION

23

Michalopoulos & Aparicio, 2012). Michalopoulos and Aparicio (2012) also found that 73% of
the social workers in their study who reported having a personal trauma history also reported that
they received trauma treatment. The authors hypothesized that trauma treatment may decrease
symptoms of vicarious trauma, and therefore may account for the lack of a significant
association.
Adams and Riggs (2008) suggested that while there was no association found between
trauma history and vicarious trauma, therapists’ defense style might moderate the relationship
between personal trauma history and vicarious trauma, such that individuals’ defense style could
be instrumental in determining continued adjustment to trauma. More specifically, Schauben &
Frazier (1995) suggest that a self-sacrificing defense style or unhealthy coping skills (avoidant or
emotion-focused coping) could lead to heightened levels of vicarious trauma, while individuals
with healthy coping skills (active, problem-focused coping) identified fewer symptoms related to
vicarious trauma.
Abuse and Trauma History and Vicarious Trauma in Trauma Therapists. Although
research has found no relationship between personal trauma history and vicarious trauma among
therapists in general, this relationship may be present for therapists who work specifically with
trauma. Some studies have found such a relationship. Pearlman and Mac Ian (1995) in a survey
of 188 self-identified trauma therapists (therapists who provide treatment to trauma victims),
found that a personal history of trauma (n = 60%) did predict increased psychological distress,
avoidant behaviors, reduced perceptions of safety and trust, and intrusive thoughts as a result of
their work. Ghahramanlou and Brodbeck (2000) also found that 53% of the 89 sexual assault
trauma therapists they surveyed had a history of personal trauma. Having a trauma history was
also predictive of increased psychological distress and secondary trauma in this sample.
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However, other studies have not found an association between therapists’ personal history
of abuse or trauma and the presence of vicarious trauma. Schauben and Frazier (1995) studied a
sample of female psychologists who worked primarily with sexual violence survivors. Through
questionnaires about the psychologists’ work with trauma survivors and their own psychological
functioning, the authors found that symptomatology of vicarious trauma was not associated to
their own history of victimization (Schauben & Frazier, 1995).
Cunningham (2003) examined the role of therapists’ personal sexual abuse history and
how trauma work with various client populations may contribute to vicarious trauma. Social
work clinicians who worked with two types of trauma survivors were surveyed: a group who
worked with sexual abuse, which is a human-induced trauma, and a group who worked with
cancer, a “natural” trauma. In both groups, the social workers reported that clients with sexual
abuse and cancer, respectively, made up the majority of their current caseloads. To locate these
specialized clinicians, questionnaires were mailed to 304 social workers who were members of
the International Society of Traumatic Stress Studies (ISTSS), and members of the Association of
Oncology Social Workers (AOSW), respectively. A minority of the total sample (17%) identified
a personal history of sexual abuse. The participants were asked the percentage of their clients in
the past six months that had cancer (69%) and those who had clients who had been sexually
abused (54%). This study found that a personal history of sexual abuse was more common in the
therapists who specialized in treating sexual abuse compared to those who treated clients with
cancer. Cunningham (2003) speculated that the combination of a personal history of sexual
abuse and working with sexually abused clients may result in increased therapist vulnerability to
vicarious trauma compared to therapists treating cancer who do not have a personal history of
sexual abuse.
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Frequency of Abuse and Trauma Histories in Therapists Who Work with Sex
Offenders. Moulden and Firestone (2007) suggested based on their clinical experience that a
majority of therapists who work with sex offenders might have been abused as children, which, if
true, certainly could contribute to high levels of stress and vicarious trauma. Researchers have
investigated how frequently therapists who work with sex offenders have personal histories of
trauma (VanDeusen & Way, 2006; Way et al., 2004; Way et al., 2007).
Way et al. (2004) found that among their sample of therapists who worked with sex
offenders (n = 252) and those who treat survivors (n = 95), 75.4% identified having experienced
at least one form of childhood maltreatment, and 54.76% reported having experienced more than
one form of maltreatment. Specifically, 37% reported experiencing sexual abuse, 24% physical
abuse, 51% emotional abuse, and 50% emotional neglect. However, there was no significant
difference in the rates of sexual abuse histories or levels of vicarious trauma between the
therapists who worked with sex offenders and those who worked with sexual abuse survivors. A
limitation of this research is that the authors only examined maltreatment in childhood and not
maltreatment that the therapists may have endured in adulthood.
One study of study of 276 therapists who worked with sexual offenders found that 54%
experienced some form of abuse in their lifetime (22% psychological; 11% physical and 21%
sexual, Edmunds, 1997). Another found that only 25% (n = 15) of participants disclosed a
history of trauma (Ennis & Horn, 2003). It appears that it is common, but not characteristic of a
majority of therapists, for therapists who work with sex offenders to have a personal history of
sexual abuse. However, information in this area relies on a very limited number of samples and
research teams.
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Abuse and Trauma History and Vicarious Trauma in Therapists Who Work with
Sex Offenders. Therapists who work with sex offenders who have a personal history of trauma
or abuse may experience PTSD symptoms related to their personal traumatic event(s) when
exposed to similar themes in their work. While this may not be the experience for all therapists
who work with sex offenders, we have a limited understanding about what factors contribute to
the presence or absence of vicarious trauma in therapists who work with sex offenders
(Ghahramanlou & Brodbeck, 2000). In an effort to identify the factors that contribute to
vicarious trauma, Scheela (2001) conducted a qualitative descriptive study using constant
comparative analysis to examine the perceptions and experiences of therapists who work with
sex offenders in an outpatient sexual abuse treatment program. The sample included 17
therapists (8 females and 9 males) who engaged in unstructured face-to-face interviews with the
researcher. Although no interview guide was used, the author reported that she “had some basic
questions in mind [as she conducted the interviews], such as “‘How did you get into this line of
work?’ ‘How have you changed over time?’ ‘How has the work affected you?’ and ‘How do you
cope with the effects of this work?’” (Scheela, 2001, p. 754). Scheela (2001) reported that the
therapists who had experienced abuse (n = 5) expressed worry that their work would trigger
memories of their own abuse. Way, et al. (2007) found that a childhood history of emotional
neglect among sexual assault and therapists who work with sex offenders predicted greater
disruption in therapist cognitions about self-intimacy.
Recently, Bach and Demuth (2018) completed a review of the literature related to
therapists who work with sex offenders’ history of child abuse and vicarious trauma. The authors
concluded that some studies find a relationship between a history of childhood abuse and higher
levels of stress and vicarious trauma for individuals providing sex offender therapy. For
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example, Crabtree (2002) found that therapists who work with sexual offenders experienced
more cognitive disruptions when they had a personal history of sexual abuse, in comparison to
individuals who did not have a personal history of sexual abuse. On the other hand, Moulden
and Firestone (2007) found that although therapists who work with sex offenders experience
negative effects as a result of their work with sexual offenders, the therapists’ personal trauma
history was not related to the presence of vicarious trauma. However, Bach and Demuth (2018)
concluded that there could be both positive (rewarding) and negative outcomes of having a
history of sexual abuse and working with sexual offenders. In a qualitative study that included
42 total hours of semi-structured interviews with 18 therapists who work with sex offenders,
participants reported that having a history of trauma contributed to greater clarity in the lens
through which they viewed their clients (Chassman et al., 2010). However, there is not enough
research on the relationship between therapists who work with sex offenders’ personal abuse
histories and their experiences of vicarious trauma to come to a firm conclusion about this
relationship (Bach & Demuth, 2018).
In an attempt to further understand the personal and professional impact of past sexual
trauma in therapists who had experienced childhood sexual abuse, Main (2008) conducted a
qualitative study of eight sex offender treatment therapists. Five participants had experienced
intrafamilial (e.g., parent, sibling, cousin) childhood sexual abuse, and three participants had
experienced extrafamilial childhood sexual abuse. Based on information obtained in the
interviews, the researchers observed therapists to have reported symptoms of vicarious trauma
(e.g., disruption in cognitions, emotions, and behaviors). However, they also reported
experiencing compassion, insight, and motivation, in addition to the belief that their sexual abuse
histories were an advantage in their providing treatment to sex offenders (Main, 2008).
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Some studies have found no association between a personal history of trauma and
vicarious trauma among therapists of sex offenders. For example, Ennis and Horne (2003)
compared therapists who work with sex offenders with and without personal trauma histories and
found no differences between groups in self-reported levels of PTSD symptoms or psychological
distress. Way et al. (2004) found no difference in reported sexual abuse histories, and no
differences in levels of vicarious trauma when comparing therapists who treat sexual abuse
survivors and those who treat offenders, and also found that therapist maltreatment history was
not associated with levels of vicarious trauma.
Sexual Abuse History. A major limitation of the studies exploring a prior history of
abuse or trauma in therapists who work with sex offenders is the assessment of prior abuse.
Several studies have assessed this construct using a single dichotomous question, such as, “Do
you have a trauma history?” (Branson et al., 2014; Michalopoulos & Aparicio 2012; Pearlman &
Mac Ian, 1995). Most research also does not specifically examine what type of trauma was
experienced (sexual, physical, emotional, etc.), nor the ages of the therapist when the abuse was
experienced (childhood vs. adulthood). As noted by Way et al. (2007),
…the measurement of clinician trauma and vicarious trauma effects differ greatly
between studies, making comparisons difficult.…Studies that measure general trauma
history fail to measure the impact of specific forms of clinician trauma and also confound
the effects of childhood and adult trauma experiences. (p. 84)
Little research has investigated the specific characteristics of therapists’ sexual abuse histories as
they relate to vicarious trauma, such as the type of abuse, relationship to the perpetrator, age(s)
when the abuse occurred, and the number of times the therapist experienced the abuse (Branson
et al., 2014).
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In a qualitative study of eight therapists who work with sex offenders with a personal
history of sexual abuse reviewed in detail above, Main (2008) also gathered specific information
regarding the abuse that participants reported. Five participants reported experiencing sexual
abuse by someone within the family, and three participants experienced sexual abuse by someone
outside of the family. Experiences of sexual abuse in this study occurred beginning when the
therapists were between the ages of five and 10, with the duration of the abuse ranging from one
time to eight years. While this study identified additional information that could help distinguish
how personal histories of sexual abuse may influence therapists who work with sex offenders, it
is only one study, and more research is warranted.
Apart from this single qualitative study, there is little research to help identify how
specific characteristics of therapists’ sexual abuse histories may relate to the presence and
severity of vicarious trauma in therapists who work with sex offenders. Therefore, more detailed
information surrounding the sexual abuse (i.e., type(s) of sexual abuse, age(s) the abuse was
experienced, relationship to abuser(s), number of times the abuse was experienced), may provide
valuable information. Several authors have suggested that additional research into the details of
therapists’ personal abuse history is needed (Bransen et al., 2014; Ghahramanlou & Brodbeck,
2000).
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Summary and Limitations
While our understanding of vicarious trauma in therapists has increased, there is still a
significant lack of research on vicarious trauma among therapists who work with sex offenders.
Furthermore, research is limited with respect to specific factors that might be related to the
presence of vicarious trauma in therapists who work with sex offenders, such as the influence of
a personal history of sexual abuse.
A substantial proportion of therapists who treat sex offenders experience symptoms
related to vicarious trauma: Anywhere from 24% (Kadambi and Truscott, 2003) to 62% (Rich,
1997) depending on the study. However, research has not investigated what specific detrimental
effects are produced by trauma-related work for sexual offender therapists, despite the high
prevalence of vicarious trauma (Moulden & Firestone, 2007).
Researchers have also studied demographic variables that may be associated with
vicarious trauma in therapists who work with sex offenders, such as gender, age, primary
practice location, length of experience as a therapist, and personal history of abuse. However,
the ways that these variables moderate the presence of vicarious trauma is unclear. As Bach and
Demuth (2018) reported, “No clear patterns have emerged so far. Generally, such studies may
provide basis for further research but their utility in terms of explaining individual differences
appear to be low” (p. 502). Furthermore, research results have provided contradictory findings.
For example, Jackson et al. (1997) found that years of experience, training, and gender were not
positively associated with the impacts experienced by therapists who work with sex offenders.
Additionally, Shelby et al. (2001) discovered no significant difference in levels of vicarious
trauma when examining gender and the number of years working with sex offenders.
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A significant limitation of the research on therapists’ personal history of abuse and
vicarious trauma is that the majority of studies examine general trauma and fail to measure the
impact of specific forms of therapists’ trauma and abuse. Additionally, research is limited to
examining possible differences of the effects of childhood versus adulthood experiences of abuse
(Way et al., 2007). Noting this gap in the literature, Bach and Demuth (2018) specifically called
for additional research focused on therapists’ personal abuse history. Additional research is
needed that examines the relationship between therapists’ personal history of sexual abuse and
vicarious trauma among therapists who work with sex offenders. Specifically, having more
information about the therapists’ age(s) at the time of any sexual abuse, the types of sexual abuse
experienced, their relationship to the perpetrator, and whether abuse occurred on one or multiple
occasions may help further guide research.
Rationale
Whether a personal history of abuse influences the presence and severity of vicarious
trauma among therapists who work with sex offenders is unknown. Cunningham (2003)
identified only one study that specifically examined the relationship between clinicians’ history
of sexual abuse and vicarious trauma, without confounding this relationship with the effects with
other traumatic experiences, and I was unable to locate any additional, more recent studies on
this topic. There is limited research that examines specific characteristics of therapists’ sexual
abuse histories, which may offer clarification on the relationship between sexual abuse and
vicarious trauma. Several researchers have suggested that understanding the detailed
characteristics of therapists’ sexual trauma histories might help researchers identify how
vicarious trauma develops (Bach & Demuth, 2018; Bransen et al., 2014). Some characteristics
that might be worthy of investigation include: the type of sexual abuse the therapist experienced
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(e.g., verbal, exhibitionism, rape), the therapist’s relationship to the abuser (family, stranger,
spouse, etc.), the age(s) that sexual abuse was experienced (particularly childhood versus
adulthood), and the number of the times the sexual abuse occurred. These specific
characteristics may be important as they could each provide a different contribution to the
presence and severity of vicarious trauma amongst therapists who work with sex offenders due to
the relational, frequency and developmental elements of these areas.
The goal of the present study was to obtain information about therapists who work with
sex offenders’ personal histories of sexual abuse and how they relate to their experiences of
vicarious trauma. Specifically, this study assessed the specific characteristics delineated above
and explored their relations with vicarious trauma.
Hypothesis 1: Personal History of Abuse
The primary research hypothesis in this study was that therapists who work with sex
offenders with a personal history of sexual abuse will experience more symptoms of vicarious
trauma than therapists who work with sex offenders without a personal history of sexual abuse.
Hypothesis 2: Type of Abuse
Regarding the type of sexual abuse experienced, it was hypothesized that therapists
whose personal histories of sexual abuse involved being physically touched will have more
vicarious trauma than those who only experienced non-touch sexual abuse (i.e., sexual
harassment, exposing of genitals).
Hypothesis 3: Relationship with Perpetrator
Regarding the relationship of the perpetrator to the therapist, it was hypothesized that
therapists who work with sex offenders and who were sexually abused by relatives will have
more vicarious trauma than those abused by non-relatives.
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Hypothesis 4: Age when Abused
Regarding the reported age(s) at which sexual abuse occurred, it was hypothesized that
there will be significantly higher reported levels of vicarious trauma among participants who
experienced sexual abuse as a child only or both as a child and an adult, in comparison to
participants who report adult sexual abuse only.
Hypothesis 5: Frequency of Abuse
Regarding the number of times a participant experienced sexual abuse, it was
hypothesized that there will be a significant positive relationship between the number of times a
participant experienced sexual abuse and severity of vicarious trauma.
Hypothesis 6: Abuse and Vicarious Trauma
It was hypothesized that therapists’ beliefs about how a personal history of sexual abuse
has influenced his/her work with sex offenders will be related to the severity of their vicarious
trauma. Specifically, a therapist who has a belief that their sexual abuse history supports or aids
in their work as a therapist will have less severe vicarious trauma compared to therapists who
view their personal history of sexual abuse as being a negative influence on their work.
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Research Design and Methods
Participants
Participants were recruited from sex offender treatment settings within Minnesota,
including Project Pathfinder, Inc., Cornerstone Therapy and Recovery, Safety Center, Inc., and
Alpha Human Services. Additional information about these organizations can be found in
Appendix A. (These participating organizations each agreed to allow me to contact their
clinicians via email and to share clinician email addresses for possible participation in this study;
see Appendix B for each organization’s agreement). There was a point person at each of the
identified treatment settings who provided information regarding this study to their employees.
Additionally, I obtained approval from the Minnesota Association for the Treatment of
Sexual Abusers (MnATSA, see Appendix A) to contact their member clinicians about the study
via a listserv posting (see Appendix C for exact text of the posting). Aniss Benelmouffok,
project manager at the Association for the Treatment of Sexual Abusers (ATSA) assisted this
research by providing information on submitting a request to solicit member clinicians as
participants to Maia Christopher (ATSA Executive Director). ATSA required me to submit the
research proposal to the ATSA Institutional Review Board (IRB) and have the proposal vetted by
the ATSA Research Committee, after I obtained IRB approval at Augsburg. Following IRB
approval from both institutions and ATSA Research Committee approval, prospective
participants were contacted through the ATSA and MnATSA listservs, since both organizations
support therapists who work with sex offenders.
The posting used for the ATSA and MnATSA listservs (see Appendix C) was also placed
on my personal Facebook page via a screenshot of the ATSA listserv posting. While there was
no way to verify how many individuals viewed the posting on Facebook nor how many took the
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survey were referred from Facebook, the original posting received: 27 ‘likes’, 48 comments, and
29 shares to other pages. Within the comments, 16 individuals commented that they had
participated in the survey (see Appendix C). The Facebook posting also provided brief
information about how the information could be used to provide useful information to the field
of psychology, and made mention that the survey was brief, voluntary, and confidential. To be
included in this study participants were required to be therapists who were presently or had
previously worked with sexual offenders. The exclusion criteria for this study included not
speaking or reading English. Because access to the link was not monitored, it is possible that
participants who were not therapists could have completed the survey. One hundred seventyeight participants clicked a link to begin the survey. Of these participants, 16 participants (11%)
stopped after the informed consent and 156 participants (88%) completed the entire survey. All
participants who proceeded past the informed consent and began the survey, completed the
survey.
Participant Characteristics
Table 1 displays participant characteristics. The majority of participants were middleaged, White women with a Masters degree. Participants identified as having worked in a variety
of locations and had worked with sexual offenders for a mean of 11 years, with a range of time
from six months to 40 years. One participant who reported “other” race identified as “Romani”.
Participants who reported “other” practice locations identified locations including “prison
environment,” “corrections,” “day treatment,” “private practice,” and “partial hospitalization.”
Participants who reported “other” primary type of offender at primary practice location described
their client populations as “professionals who have sex with clients,” “working with juveniles,”
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“juveniles with problematic sexual behaviors,” “child abuse images of offenders,” “voyeurs,”
“incest,” “bestiality/fetish/theft,” “sexuality,” “pedophilia,” and “statutory offenses: prostitution.”
Table 1
Characteristics of the Sample
Characteristic
Age

n

%

161

M

SD

44.1

11.9

10.8

9.1

Gender*
Female
Male

121
40

75%
25%

White
Hispanic
African American
Other: “Romani”

154
4
2
1

96%
2%
1%
<1%

Bachelors
Masters
Doctorate

5
102
53

3%
73%
38%

Outpatient
Inpatient
Civil Commitment
Other

70
20
48
22

44%
13%
30%
14%

Race

Education**

Primary Practice
Location**

Length of time as
therapist (years)
161
Currently
providing therapy
Yes
No

119
42

74%
26%

Child Sexual Abuse
Rapist
Exhibitionist
Internet Offender
Other

149
132
110
113
22

93%
82%
68%
70%
14%

Primary type of
offender at place
of work †
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*One participant endorsed being both (female or male) and being “other” for gender
**Ns vary because not all participants answered every question.
† Percentages do not add to 100 because participants could select more than one choice.
Procedures
Participants were contacted through email or via a Facebook or listserv posting and asked
to participate in the research by completing all measures online. The participants were
electronically provided a letter of informed consent when they initially accessed the survey by
clicking an email or advertisement link (see Appendix D), which included a description of the
study, the voluntary nature of participation, confidentiality, potential risks and benefits,
incentives for participation, and contact information for any questions or concerns that may arise
(Appendix E). Following reading the informed consent document participants, participates
clicked “yes” at the bottom of the screen to indicate consent. Next, the participants were brought
to a screen where they completed all measures. After completing the measures, participants who
chose to provide contact information to receive an incentive were mailed a dollar coin in
appreciation for their participation in the study. Nine participants requested an incentive for
participation in the study.
Measures
Demographics
A study-designed demographic questionnaire (see Appendix F) was used to gather
information about the gender, age, race, education level, primary practice location, and years of
experience of the therapist, in order to describe the sample.
Vicarious Trauma
The Secondary Traumatic Stress Scale (STSS, Bride, 1999; see Appendix G) was used to
assess therapist vicarious trauma. The STSS is a standardized scale that assesses the frequency
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of symptoms related to vicarious trauma with an overall score and three subscale scores. The
STSS includes three subscales based on the Diagnostic and Statistical Manual-IV (DSM-IV;
American Psychiatric Association, 2000) criteria for PTSD: Intrusion (e.g., “I thought about my
work with clients when I didn’t intend to”), Avoidance (e.g., “I want to avoid working with some
clients”), and Arousal (e.g., “I felt jumpy”). The STSS is a 17-item questionnaire that asks the
participant to identify on a scale of 1-5 (1-Never, 2-Rarely, 3-Occasionally, 4-Often, 5-Very
Often), how true the statement is for them over the past seven days.
Bride et al. (2004) assessed the psychometric properties of the STSS. From a sample of
135 victim advocates, the authors found that the STSS demonstrated high internal consistency
reliability with this population (α = .94 for the total scale and α =.83 for intrusion, .89 for
avoidance, and .85 for arousal subscales). The STSS also demonstrated adequate convergent,
discriminate, and factorial validity in that study. Bride et al. found that STSS scores were
significantly correlated with the extent to which the participants’ client population was
traumatized, the frequency of their work with clients, and the severity of the clinician’s trauma
symptoms as measured on a Likert scale, supporting their claims of convergent validity.
Furthermore, the authors found that STSS scores and demographic variables (e.g., age, ethnicity,
and income) were uncorrelated as expected, suggesting adequate discriminant validity. Ting, et
al. (2005) also examined the reliability and validity of the STSS in a random sample of 275
mental health social workers from the National Association of Social Worker (NASW) database.
This study also found evidence of good internal consistency reliability for the total STSS 17
items (α = .94). This study also found evidence that a unidimensional model of vicarious trauma
adequately described the STSS scores and that researchers could use a total mean score, rather
than subscale scores, to summarize vicarious trauma (Ting et al., 2005). Cronbach’s alpha was
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calculated to determine the internal consistency reliability for the present study for the STSS. In
the current study sample, Cronbach’s α = .92, suggesting that the STSS had good internal
consistency in this sample.
Sexual Abuse History
Therapist personal sexual abuse history was assessed with a study-designed Personal
History Questionnaire (PHQ; see Appendix H). All participants were asked the first question on
the PHQ, a yes/no question about whether the therapist had experienced sexual abuse; only
therapists who indicated ‘yes’ in answer to this first question completed the remainder of the
measure. The remaining questions assessed the type of sexual abuse experienced, the
relationship of the therapist to the perpetrator of sexual abuse, the age(s) of the therapists when
the sexual abuse occurred, and how many times the sexual abuse occurred. The final question on
the PHQ was whether the therapist believed the sexual abuse had influenced his/her work with
sexual offenders.
Data Analysis
To run all statistical analyses, IBM Statistical Package for the Social Sciences (SPSS) –
Version 27 software was used (Nie, et al., 1968). Alpha was set at .05 for all analyses.
Hypothesis 1: Personal History of Abuse
The primary research hypothesis in this study was that therapists who work with sex
offenders with a personal history of sexual abuse, as measured on the Personal History
Questionnaire (PHQ), would score higher on the Secondary Traumatic Stress Scale (STSS), in
comparison to therapists who work with sex offenders without a personal history of sexual
abuse. To investigate this hypothesis, an independent samples t-test was used.
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Hypothesis 2: Type of Abuse
Regarding the type of sexual abuse experienced, it was hypothesized that therapists
whose personal histories of sexual abuse involved being physically touched (i.e., rape) would
have more vicarious trauma than those who only experienced non-touch sexual abuse (i.e.,
sexual harassment, exposure of genitals). Participants who endorsed experiencing any type of
sexual abuse that involved touching (i.e., unwanted sexual contact, sexual molestation, rape)
were coded as being in the touch group. Participants who endorsed only non-physical-touch
forms of sexual abuse (i.e., verbal sexual abuse, exhibitionism, nonconsenting exposure to
pornographic material) were coded as being in the non-touch group. An independent-samples ttest was used to compare the two groups.
Hypothesis 3: Relationship with Perpetrator
Regarding the relationship of the perpetrator to the therapist, it was hypothesized that
therapists who work with sex offenders and who were sexually abused by relatives would have
more vicarious trauma than those abused by non-relatives. Participants who endorsed being
sexually abused by a relative only (i.e., family member, spouse, partner), or by both a relative
and non-relative person were coded as being in the abused by a relative group. Participants who
endorsed being sexually abused by a non-relative (i.e., stranger, friend, client, neighbor), were
coded as being in the abused by a non-relative group. An independent-samples t-test was used to
compare the two groups.
Hypothesis 4: Age at the Time of the Abuse
Regarding the reported age(s) at which sexual abuse occurred, it was hypothesized that
there would be significantly higher reported levels of vicarious trauma for individuals who
experienced sexual abuse as a child only or both as a child and an adult, in comparison to
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individuals who reported adult sexual abuse only. Participants who reported experiencing sexual
abuse as a child only or both as a child and an adult were coded as being in the child group.
Participants who reported experiencing sexual abuse as an adult only were coded as being in the
adult group. An independent-samples t-test was used to compare the two groups.
Hypothesis 5: Frequency of Abuse
Regarding the number of times an individual experienced sexual abuse, it was
hypothesized that there would be a significant positive relationship between the number of times
an individual reported having experienced sexual abuse and levels of vicarious trauma.
Individuals were given a blank space on the PHQ to provide a number or range of numbers to
quantify the number of times he/she had experienced sexual abuse. Participants who provided a
number that was a range were coded with the mean value in the range (e.g., a response of “30-40
times” was assigned the value of 35). Participants who reported a minimum or maximum
number of times they were sexually abused (e.g., “at least 50 times” or “less than five times”)
were coded as if they had submitted exactly the minimum or maximum number provided (e.g.,
50 and five respectfully). To test Hypothesis 5, a Pearson’s Correlation Coefficient was used.
Hypothesis 6: Abuse and Vicarious Trauma
It was hypothesized that therapists’ beliefs about how a personal history of sexual abuse
have influenced their work with sex offenders would be related to the severity of their vicarious
trauma. Specifically, I hypothesized that therapists who believed that their sexual abuse history
supports or aids in their work as a therapist would have less severe vicarious trauma compared to
therapists who view their personal history of sexual abuse as being a negative influence on their
work. To investigate this hypothesis, an independent-samples t-test was used to compare the two
groups. To code the responses, individuals who reported that the abuse had a positive influence
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on their work were coded in the first group, and individuals who reported a negative influence
were coded in the second group. Participants who responded “no” or “yes, positively and
negatively” to this question were excluded from the analysis.
Power and Effect Size
This study was powered to detect a medium-sized effect for Hypothesis 1. The G*power
(Faul et al., 2007) software program was used to identify an appropriate effect size. With the
type I error rate set at .05, and power set at .80, GPower (Faul et al., 2007) indicated a sample
size of 126 would be needed for adequate power for an independent-samples t-test. Therefore, I
aimed to recruit 126 therapists.
Ethics
This study was reviewed and approved for ethical treatment of participants by the
Augsburg University Institutional Review Board (IRB), and ATSA IRB and Research
Committee.
Recruitment/Consent Letter and Email
Because this study consisted of an online survey with no face-to-face contact between
researchers and participants, instead of using an informed consent document, Augsburg
University’s Institutional Review Board advised that I use a Recruitment/Consent Letter and
Email for the informed consent process (see Appendix D). This document was electronically
provided via email to each participant in the research study and was also provided on the first
screen on Survey Monkey. The Recruitment/Consent Letter and Email included a description
and purpose of the study. The participants were informed about the voluntary nature of
participation, that they could withdraw from the study at any time, and that there would be no
penalty or repercussions for withdrawing from the study. This document also provided
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information about the measures taken to ensure anonymity, the potential risks and benefits of
participating in the study and contact information should any questions arise. Additionally, the
incentives of a dollar coin for the participation were discussed.
Risks
The topics addressed in this study and the specific questions asked of participants were
sensitive and personal. Discussing personal histories of sexual abuse and experiences of
vicarious trauma can potentially cause psychological and emotional distress (Scheela, 2001). If
distress among participants arose, participants were provided contact information for trained
crisis counselors at the National Association for Mental Illness at the end of their survey
participation. Additionally, participants were made aware of the potential risks of distress prior
to their participation and provided contact information for local and national emergency mental
health support (see Appendix E for Mental Health Crisis Team Information).
In addition to the potential for psychological distress, there is a risk to participants of loss
of confidentiality. Because participants were recruited based on their occupation and in some
cases through their employers, and because of the sensitive, personal nature of the questions
asked, participants could potentially face negative occupational outcomes if study participation
or specific participant responses were disclosed. Furthermore, the questions asked could be
embarrassing or lead to professional stigma if people at work found out personal information that
a participant had disclosed. Prior to their participation, the participants were provided
information about the sensitivity of the questionnaires, rationale for the questions, and the value
of their participation in the study in supporting therapists who work with sex offenders (see
Letter of Informed Consent; Appendix D). The participants were reminded that they did not
have to answer questions that are too personal or sensitive, and that they were able to stop the
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surveys at any time. Participants were able to keep their participation anonymous if they wished;
I did not collect names, contact information, or IP addresses of participants except if they chose
to provide them to receive a nominal incentive. To further reduce the possibility of personal
information being exposed to others, any information about the research that was provided to
agencies had all identifying information removed (e.g., email addresses for incentives).
Additionally, the participant datafile and the laptop on which it was stored were both encrypted
and password protected. This laptop was stored in a locked office when not in use.
Deception
No participant deception was used in this study.
Confidentiality
The contact person for each participating programs that employed therapists who work
with sex offenders were provided with the survey link via email. The contact person then
emailed this to the providers, and if interested, they could click the link in the email which took
them to the Survey Monkey website where the survey was hosted. The research surveys were
provided to participants via Survey Monkey. The employees were then provided the link to
participate via Survey Monkey. The ability for Survey Monkey to identify and gather IP
addresses was disabled to ensure anonymity. During the survey, participants were not asked
potentially identifying information, such as their employer or how they learned about the study
and did not provide any identifying details except (optionally) their mailing address for receipt of
the one-dollar coin incentive. No one, including the investigator, is able to connect the
information that participants provided in this study with their names or other identifying details,
unless participants chose to provide their mailing addresses to receive a nominal incentive.
Names and addresses for incentive fulfillment were emailed to the investigator by each
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participant separately, so that the investigator would be unable to link names and addresses to
specific survey responses.
Information and Debriefing
A summary of the results was posted on the ATSA and MnATSA listserv, as well as
emailed to the participating sex offender facilities to be dispersed to the employees. This means
that any information about the study provided to collaborating organizations or published in the
research literature or in the final CRP manuscript included overall findings and was not specific,
individual participant information, so that any one participants’ participation in the study or
answers could be identified. The information also included resources for any questions or
concerns that the participants may have had (see Appendix I for Summary of Research Results).
Because individual participants were not identifiable and mailing addresses were collected only
for purposes of mailing an incentive, not for debriefing, no debriefing was or will be provided to
individual participants.
Retention of Data
Data from the study is maintained on an encrypted password-protected computer. The
data will be kept for six years after the study has been completed, after which time, the data will
be destroyed.
Permissions
The Secondary Traumatic Stress Scale is a copyrighted measurement but is available for
free public use (Bride, 2004).
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Results

Descriptive Information about the Sample
Table 2 displays mean levels of vicarious trauma for participants who identified a
personal history of sexual abuse and participants who did not. The STSS is measured on a scale
of 1 to 5, with lower numbers suggesting fewer symptoms of vicarious trauma (1 = never; 2 =
rarely; 3 = occasionally; 4 = often; 5 = very often). Both groups of participants, on average,
reported relatively low levels of vicarious trauma, with mean scores suggesting that they rarely
experienced symptoms of vicarious trauma.
Table 2
STSS Descriptive Statistics
n

M

SD

57

2.16

.79

99

2.10

.56

Level of STSS
Personal History
of Sexual Abuse
No Personal
History of
Sexual Abuse

Among the participants who completed the entire survey, 57 (37%) reported a personal
history of sexual abuse, compared to 99 (63%) of participants who reported no personal history
of sexual abuse. Table 3 displays participant responses for the PHQ items that assessed details of
participants’ sexual abuse history. Participants who endorsed a personal history of sexual abuse
often reported more than one type of sexual abuse. The overwhelming majority reported
unwanted sexual contact, and most reported a history of sexual harassment as well. Participants
who endorsed “other” in response to the abuse type question gave responses including: “date
rape,” “child sexual abuse,” “nonconsensual sex while intoxicated,” and “peeping Tom.”
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Most participants endorsed being abused by a family member. Participants who endorsed
“other” relationship to the perpetrator beyond the options provided described the relationship as:
“acquaintance,” “acquaintances, boyfriend’s grandpa, stepdad, friend,” “someone I dated,”
“friend of a friend,” “neighbor,” “partner,” “pediatrician,” “policeman on whom I had a crush,”
“priest,” “teacher,” and “boss.”
Participants reported experiencing abuse across the lifespan, and often repeatedly: A
majority of those with a history of sexual abuse endorsed being abused in adolescence, and a
majority also endorsed being abused in early adulthood; being abused in childhood and later
adulthood were also both commonly reported. Participants reported a mean number of sexual
abuse incidents of 39 times, and participants reported as many as 1,025 incidents. Despite the
intensity and chronicity of their abuse histories, participants generally reported a positive or null
outcome of the abuse on their work: Most reported that their personal abuse history had impacted
their work either positively or both positively and negatively, with a minority reporting no effect.
Notably, no participant endorsed a purely negative impact of their personal abuse history on their
work.
Table 3
Participant Sexual Abuse History
Question
What type of sexual abuse
did you experience?*

Answer

n

%

Sexual Harassment
Unwanted Sexual Contact
Rape
Exhibitionism
Nonconsenting exposure to
pornographic material
Other

39
51
28
15
5

68%
89%
49%
26%
9%

6

11%

M

Range
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Question
Answer
n
%
M
Range
What was your relationship
to the person that sexually
abused you?
Stranger
22
39%
Friend
38
67%
Family
20
35%
Spouse
5
9%
Client
6
11%
Other
23
40%
At what age(s) did you
experience sexual abuse?
0-10 years
27
47%
11-17 years
36
63%
18-30 years
39
68%
31-40 years
15
26%
41-50 years
5
9%
51 and above
1
<1%
Do you believe your
experience of sexual abuse
has influenced your work
with sex offenders?
Yes, Positively
19
33%
Yes, Negatively
0
0%
No
14
25%
Yes, Positively & Negatively
23
40%
* Percentages for these items are out of the 57 participants who endorsed a personal history of
sexual abuse. Percentages sum to more than 100% because participants could endorse more than
one type of abuse experienced.
Hypothesis 1: Personal History of Abuse
Hypothesis 1 proposed that therapists who work with sex offenders who reported a
personal history of sexual abuse would score higher on the Secondary Traumatic Stress Scale
(STSS, n = 57, M = 2.16, SD = .79), in comparison to therapists who work with sex offenders
who did not report a personal history of sexual abuse (n = 99, M = 2.1, SD = .56). There was no
significant difference between the two groups, t(89.11) = 0.5, p = 0.61, d = .09, equal variances
not assumed. Therefore, hypothesis 1 was not supported.
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Hypothesis 2: Type of Abuse
Hypothesis 2 proposed the therapists who work with sex offenders with a personal
history of sexual abuse that involved touch offenses would score higher on the STSS in
comparison to therapists who work with sex offenders who reported experiencing non-touch
offenses. This hypothesis could not be tested because no participants endorsed only
experiencing the non-touch responses, which included “sexual harassment,” “exhibitionism,” and
“nonconsenting exposure to pornographic material.”
Hypothesis 3: Relationship with Perpetrator
Hypothesis 3 proposed that therapists who work with sex offenders with a personal
history of sexual abuse by a relative would score higher on the STSS (n = 24, M = 2.37, SD
= .85) in comparison to therapists who work with sex offenders with a personal history of sexual
abuse only by non-relatives (n = 43, M = 1.96, SD =.68). This difference was significant,
t(51.71) = 2.04, p = .05, bootstrapped, bias-corrected accelerated 95% CI [.05, .82], and
represented a medium effect of d = .54. Therefore, hypothesis 3 was supported.
Hypothesis 4: Age when Abused
Hypothesis 4 proposed that therapists who work with sex offenders with a personal
history of sexual abuse in childhood would score higher on the STSS (n = 49, M = 2.16, SD
= .83) than therapists who work with sex offenders who reported a personal history of sexual
abuse as an adult (n = 8, M = 2.20, SD = .54). There was no significant difference between the
two groups, t(13.17) = -.19, p = 0.87, d = -.05, equal variances not assumed, and, in fact,
therapists abused only in adulthood had trivially higher mean scores on this measure of vicarious
trauma. Therefore, hypothesis 4 was not supported.
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Hypothesis 5: Frequency of Abuse
Hypothesis 5 proposed that there would be a significant positive relationship between the
number of times a sex offender therapist was sexually abused and the score on the STSS. This
was tested through a Pearson’s Correlation which was not significant, and, again, showed a
trivial but negative correlation between the two constructs (r = -.04, p = .75). Hypothesis 5 was
not supported.
Hypothesis 6: Abuse and Vicarious Trauma
Hypothesis 6 proposed that therapists who believed their personal history of sexual abuse
had a positive influence on their work as a sex offender therapist would have lower scores on the
STSS in comparison to therapists who reported their abuse history had a negative influence on
their work. Nineteen therapists reported that their personal history of sexual abuse had a positive
influence on their work with offenders. However, no participants reported that their personal
history of sexual abuse had a negative effect on their work as a sex offender therapist; thus,
Hypothesis 6 could not be directly tested.
Participants were asked if they believed their personal history of sexual abuse influenced
their work with sexual offenders. Possible responses to this item included: “yes, positively”;
“yes, “negatively”; “no”; or “yes, positively and negatively”. Although the a priori data analytic
plan called for excluding from the analysis participants who responded “no” and “yes, positively
and negatively,” in light of the lack of participants reporting an exclusively negative impact of
their abuse history on their work, I elected to conduct an exploratory follow up ANOVA analysis
comparing participants who endorsed each of the four possible response options (yes, work was
affected positively; yes, work was affected negatively; yes, work was affected both positively
and negatively; no, my abuse history did not affect my work). The results showed a significant
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difference between the groups: F (2, 53) = 4.61, p = .01, w = .003). Post hoc comparisons
comparing the four groups with a Bonferroni correction for multiple comparisons revealed a
statistically significant difference between participants who said that their abuse history had both
positive and negative effects on their work (M = 2.49, SD = .81) compared to participants who
said their work was not affected by their abuse history (M = 1.73, SD = .42). Participants who
endorsed a mixed impact had the highest STSS scores of the four groups, and participants who
said they were unaffected had the lowest.

VICARIOUS TRAUMATIZATION

52
Discussion

Previous research has found that therapists who work with sex offenders sometimes
experience vicarious trauma from working with this client population (Crabtree, 2002; Pearlman
and Mac Ian, 1995). Also, some research suggests that a personal history of sexual trauma is
common, albeit not universal, among therapists in general (Michalopoulos & Aparicio, 2012),
therapists who work with trauma (Ghahramanlou & Brodbeck, 2000; Pearlman & Mac Ian,
1995), and perhaps also among therapists who work with sex offenders (Moulden & Firestone,
2007; Way et al., 2004). Some theorists have suggested that people with a personal sexual
trauma history may be more likely to become therapists who work with sexual trauma, including
with perpetrators (Cunningham, 2003). It is possible that having a personal history of sexual
trauma impacts the work (i.e., cognitive disruptions and negative attitudes about the work or
clients; Bach and Demuth; 2018; Crabtree, 2002). This study aimed to obtain information about
the personal histories of sexual abuse of therapists who work with sex offenders and how they
relate to their experiences of vicarious trauma. Specifically, this study assessed a variety of
specific therapist characteristics and explored their relations with vicarious trauma.
There is little existing research on the experiences of therapists who work with sexual
offenders, and even less information about their personal sexual assault histories, and researchers
have called for research in this area (Bransen et al., 2014; Ghahramanlou & Brodbeck, 2000).
Participants in this study offered us important new information about the experiences of
therapists who work with sex offenders, including those with a personal history of sexual assault.
This group of therapists generally reported relatively low levels of vicarious trauma.
Mean STSS scores suggested that participants mostly experienced symptoms of vicarious trauma
rarely. This was a surprising finding considering the extensive amount of research supporting the
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various emotional, cognitive, physical, and sexual impacts of vicarious trauma (Catanese, 2010;
Edmunds, 1997; Jackman et al., 1997; Kadambi & Truscott, 2003; Pearlman & Saakvitne; 1995;
Saakvitne, 1995). Additionally, it could be that newer research may show lower levels of
vicarious trauma as this concept becomes more acceptable to acknowledge and discuss among
therapists, in particular therapists who work with sex offenders. Alternatively, lower levels of
vicarious trauma may have been reported with a fear that responding to an instrument assessing
secondary traumatic stress may, in and of itself, increase the participants distress (Bride et al.,
1999).
Therapists with a personal history of sexual assault reported similar, low levels of
vicarious trauma from their work compared to therapists without this personal history. The
average levels of trauma on the STSS were comparable for the two groups. This was true despite
the reported severity, chronicity, and longevity of the abuse that occurred. It is possible that
therapists with a significant history of abuse and trauma have engaged in moderating behaviors
to reduce their levels of vicarious trauma (Adams & Riggs, 2008; Schauben & Frazier, 1995;
Way et al., 2007). Another possibility is that participants who did not experience a personal
history of sexual abuse may have experienced another form of abuse not asked about in this
study, that in turn increased their baseline score on the STSS to be comparable to those who had
a personal history of sexual abuse. As noted by Catanese (2010), “Professionals who work with
sex offenders or victims begin their careers with their own sets of issues, personalities, and past
experiences. As all humans do, they have their own baseline of emotional stability” (p. 36).
Also, previous research that has examined all forms of abuse and childhood maltreatment among
sex offender therapists have shown a significant increase in numbers in comparison to only
assessing sexual abuse histories (Edmunds, 1997; Way et al., 2004). Therefore, it is a strong
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possibility that the comparison group in this study may identify with some forms of personal
abuse. A final consideration may be that therapists who provide sex offender treatment, day in
and day out, begin to connect with, respond to, and cope in similar ways as other therapists, thus
reporting similar responses.
Most participants in this study did not report a personal sexual assault history, but a
substantial minority did. My results were comparable to those found in other studies. For
example, Way et al. (2004), found, like me, that 37% of their sample of therapists who work with
sex offenders (n = 252) and those who treat survivors (n = 95) identified a personal history of
sexual abuse. Similarly, in Edmunds (1997) study of 276 therapists who worked with sex
offenders found that 21% of participants reported a personal history of sexual abuse. It appears
that this seems to be an accurate reflection of individuals in the field who may have personal
experiences related to sexual abuse and trauma. It is possible that individuals who have a
personal history of sexual abuse may find internal value and passion for working in a similarly
related career because of this experience.
However, the participants in this study who did have a personal history of sexual abuse,
generally reported a severe, chronic history of sexual abuse. No participants who endorsed the
sexual abuse item specified solely experiencing non-touch offenses like exhibitionism or
unwanted exposure to pornography. Nearly 90% of these participants reported unwanted sexual
touch; sexual harassment (in conjunction with touch offenses) was also reported by a majority of
the sample. Rape was also common and reported by half of the participants. Only a handful of
participants reported being abused on one occasion, with most participants reporting multiple
episodes of abuse; one participant reported being abused more than 1,000 times. Almost half of
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the participants were abused before the age of 10, and the majority before adulthood. Many
reported abuse across the lifespan.
Despite the severity and chronicity of the abuse these participants experienced, they
remained optimistic about the impact of the abuse experience on their work. Not one participant
reported an exclusively negative impact on their work as a result of being sexually abused. In
fact, over one third reported a positive influence, and even more reported both a positive and
negative influence. This is comparable to research by Bach and Demuth (2018) and Chassman et
al. (2010) who found that both positive (rewarding), including greater clarity in the lens to view
their clients, and negative outcomes of having a history of sexual abuse and working with sexual
offenders. It is possible that due to the various degrees of sexual abuse experienced and potential
moderating factors and other contributing variables, individuals can have both positive and
negative experiences that are fluid throughout their career as sex offender therapists. It is also
possible that this is a reflection of the therapist’s drive and motivation of using personal
experience towards his/her passion in their work. These therapists may have chosen this line of
work for a reason. It is possible that through self-reflection, these participants realized their
personal history could be a positive motivation or passion that encouraged them to enter the field
of sex offender therapy. Just as substance abuse counselors often believe their own history with
substance abuse sobriety is a positive influence on their work (Chu & Sung, 2014), sex offender
therapists who have a personal experience of sexual assault may believe this enhances their
empathy or understanding of their clients. As noted by Bach & Demuth (2018), more research is
needed to draw a firm conclusion about this relationship.
Despite participants reporting similar rates of abuse occurring by individuals both related
and unrelated to them, those who experienced abuse from a family member experienced higher
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levels of vicarious trauma. It is possible that participants who were abused by a family member
experienced that abuse as more pervasive, with higher levels of emotional, physical, and
cognitive impacts. Because of increased proximity and power differentials, family-memberperpetrated abuse may also be more chronic and have occurred on potentially on more occasions
(Department of Justice, 2017).
Hypothesis 1 predicted that therapists who work with sex offenders who disclosed a
personal history of sexual abuse would endorse higher scores on the STSS in comparison to
therapists who did not report a personal history of sexual abuse. Some previous research has
found that therapists with a personal history of sexual abuse who work with sex offenders did
show more signs of vicarious trauma (Bach & Demuth, 2018), psychological distress (Pearlman
& Mac Ian, 1995) or cognitive distortions related to their work (Crabtree, 2002). Other research
has found no differences between therapists who did and did not have a personal trauma history
in vicarious trauma, at least among trauma therapists (rather than therapists who work with sex
offenders; Moulden & Firestone, 2007; Schauben & Frazier, 1995). The present study found no
significant difference between therapists with and without a personal history of sexual abuse who
work with sex offenders in the levels of vicarious trauma reported (in an adequately powered
sample, with an effect size below small). In fact, in general, these therapists who work with sex
offenders reported relatively low levels of vicarious trauma on the STSS, with a mean score
overall of 2.16 on a 1-5 scale. This may suggest that therapists who work with sex offenders
may experience lower levels of vicarious trauma than some theorists have suggested.
Although clinicians have speculated that most therapists who work with sex offenders
were abused as children, and that this combination would lead to high levels of vicarious trauma
among such therapists (Moulden & Firestone, 2007), this is not what this study found. Some
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theorists have also suggested that therapists might under-report vicarious trauma, because of
internalized mental health stigma (Catanese, 2010; Kadambi & Truscott, 2003). However, these
participants were willing to complete this survey, despite minimal compensation or incentive,
and willingly provided additional context (e.g., using free text “other” survey options) when
needed, suggesting that at least for these participants, there was an openness to disclosing about
their sexual assault and vicarious trauma histories and experiences. As therapists, these
participants may have actively engaged in deliberate behaviors to reduce their risk of
experiencing symptoms related to vicarious trauma (e.g., therapy, self-care, healthy support
system), and these self-care behaviors may have been successful both in helping previously
abused therapists to heal from their traumatic experiences, and in helping these therapists better
manage their work stress. Thus, we might expect that therapists who work with sex offenders
might have lower levels of vicarious trauma even when they have experienced personal histories
of sexual abuse, as a result of their higher levels of self-care.
Hypothesis 2 predicted that therapists who work with sex offenders with a personal
history of sexual abuse that involved touch offenses would score higher on the STSS in
comparison to therapists who work with sex offenders who reported non-touch offenses. This
hypothesis could not be tested because no participants who reported a personal history of sexual
abuse endorsed only non-touch offenses. Women who have experienced non-touch sexual
offenses often don’t consider these experiences sexual abuse (Hlavka, 2014; Jaffe et al., 2021).
It is possible that non-touch sexual offenses such as exhibitionism or sexual harassment are such
common and normalized experiences, particularly for women, that the therapists who
experienced exclusively non-touch sexual offenses did not consider themselves to have
experienced sexual abuse, and thus did not answer any questions on the PHQ related to these
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experiences. In future research, asking separately about various types of abuse, providing
additional question choices or examples for types of sexual offenses participants may have
experienced (e.g., stalking, use of technology in non-consensual sexual interactions, sexual abuse
by a professional, frotteurism) might enable answering the question posed by this hypothesis.
Hypothesis 3 predicted that therapists who work with sex offenders with a personal
history of sexual abuse by a relative would score higher on the STSS in comparison to therapists
who work with sex offenders with a personal history of sexual abuse by a non-relative. This
hypothesis was supported. It is possible that sexual abuse by a relative, an individual that the
participant may trust, be dependent on, and has a built relationship with, leaves more significant
distress, or is more impactful generally, in a way that impacts work even many years later. This
hypothesis may also be supported because individuals who experience abuse by known
individuals could often be abused on more occasions, versus individuals who are abused by
unknown individuals who may be abused on one occasion or less frequently, contributing to
lower levels of vicarious trauma. It may also be possible that just as individuals with a personal
history of childhood sexual abuse experience higher rates of countertransference when working
with individuals with childhood sexual abuse offenses (Little & Hamby, 1996), the same could
be said when individuals with familial abuse histories experience higher rates of
countertransference when working with individuals with family sexual abuse offenses.
Additional research into this hypothesis and what specifically may influence the higher levels of
vicarious trauma may provide further insight into this factor (Branson et al., 2014).
Hypothesis 4 predicted that therapists who work with sex offenders with a personal
history of sexual abuse in childhood would score higher on the STSS in comparison to therapists
who reported a personal history of sexual abuse as an adult. However, this hypothesis was not
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supported. There was no significant difference between these two groups, and, in fact, the
therapists with a personal history of childhood sexual abuse had lower mean scores on the STSS
than the therapists with a history of sexual abuse in adulthood. This is contrary to a literature
review by Bach and Demuth (2018) who found a relationship between childhood abuse and
higher levels of vicarious trauma for individuals providing sex offender therapy. Many
participants who were abused in childhood were also abused in adulthood (and these participants
were classified as childhood abuse survivors). Relatively few were abused only in adulthood.
One possible explanation for these results may be that many participants who were abused in
childhood were also abused in adulthood (and these participants were classified as childhood
abuse survivors in this analysis) (n = 49). The number of participants abused only in adulthood
was much smaller (n = 8). This small group may be idiosyncratic in ways that affected the
results.
It is also possible that the majority of individuals who become sex offender therapists
have a strong desire to work with this specific population, which for some may be as a result of
life-long experience (i.e., abuse beginning in childhood) that has influenced this decision.
Having successfully processed their own chronic trauma histories (e.g., in therapy), or simply
being inured to the impact of disclosure of sexual assault because of personal trauma beginning
in childhood, may have decreased their levels of vicarious trauma. Perhaps the most likely
explanation for these results is that the effects of trauma history on vicarious trauma for
therapists who work with sex offenders are comparable regardless of the age at which the
therapist experienced the assault.
Hypothesis 5 predicted that there would be a significant positive relationship between the
number of times a sex offender therapist was sexually abused and the score on the STSS.
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However, a significant positive relationship was not found. While no previous research had
examined the influence of the frequency of sexual abuse on the levels of vicarious trauma, this
hypothesis may be the first of many to shed light on whether the frequency of sexual abuse
influences the levels of vicarious trauma. It is possible that individuals with a personal history of
sexual abuse, in particular those who have been abused more often or severely than others, may
have engaged in moderating factors to reduce the possibility of vicarious trauma (e.g., therapy,
self-care, supervision). While it would be hypothesized that increased frequency of abuse would
increase the severity of vicarious trauma, and this was not true for this study, additional
examination into possible explanations for these results may be helpful.
Hypothesis 6 predicted that therapists who believed their personal history of sexual abuse
had a positive influence on their work as sex offender therapists would have lower scores on the
STSS as compared to therapists who reported their abuse history had a negative influence on
their work. However, no participants reported that their personal history of sexual abuse had an
exclusively negative effect on their work as sex offender therapists. Both Bach and Demuth
(2018) and Main (2008) found therapists reported experiencing both positive and negative
experiences related to their work, and not solely one or the other. Another explanation for these
results could be the therapeutic outlook that the therapists have on their own personal
experiences onto their work, in a form as a coping mechanism. An exploratory post-hoc ANOVA
was completed to examine all four groups (yes, positively; yes, negatively; yes, positively and
negatively; no). This analysis was completed to assess whether there were significant
differences between all four groups, in comparison to the original hypothesis that only examined
two groups. The results showed a significant difference between “yes, positively,” “yes,
positively and negatively,” and “no”. This data suggests that of the participants that had
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experienced personal sexual abuse, many believe this has both positively and negatively
influenced their work as a sex offender therapist. This finding is followed closely by individuals
who believe that their experience has positively affected their work, and then by individuals who
believe their work has not been influenced at all. In looking back at the original hypothesis, this
question may have been better approached by understanding that there can be both positive and
negative influences of personal sexual abuse histories on therapists’ work as sex offender
therapists, and that this may not be as polarized as “yes, positively” and “yes, negatively.” While
the original independent samples t-test provided information, the post hoc test provided
additional information than the original hypothesis that can be used for future research in
deciphering more detailed information between the various groups.
Limitations
A limitation of the study involved the demographics of the sample itself. The study
included mostly therapists who identified as female (n = 121, 68%), White (n = 154, 86.5%),
currently providing sex offender treatment (n = 119, 66.9%) and providing sex offender therapy
for a mean of 10.79 years. Thus, the limitations are that the sample did not include individuals
no longer working in the field, those who resided outside of the Midwest, or those who worked
at all possible treatment settings. Way et al. (2004) examined the length of time of therapists
work with sex offenders and levels of vicarious trauma. Additionally, Moulden and Firestone
(2007) reported that therapists working in prison settings and secure environments consistently
reported higher levels of vicarious trauma compared to sexual offender therapists in communitybased settings. The authors found that newer therapists experienced higher levels of vicarious
trauma in comparison to experienced therapists. In addition, individuals who were most affected
by vicarious trauma may have prematurely left the field and therefore have not been reflected in
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results of this type of research. This is supported by Way and colleagues (2004) who believed
their research to have been influenced by therapists who were most affected by vicarious trauma
and may have left the field prematurely. Therefore, they would not have been included in the
research, such that length of time in the field may actually reflect an interaction between
experience and other factors making therapists better able to do this work. However, other
research found no correlation (Kadambi and Truscott, 2003; Shelby et al., 2001), and therefore it
would be beneficial to examine any possible bivariate factors with this data.
While the study overall yielded an adequate sample size and response rate, the sample
may have been skewed in part as a result of self-selection of who chose to participate or not
participate. The study inquired about personal and potentially difficult information to divulge.
As a possible consequence, those who were experiencing vicarious trauma or had experienced it
relatively recently may have been less likely to participate. Perhaps providing this information
in a setting (i.e., a workplace environment) where others may have overseen the information may
have influenced individuals’ willingness to participate. There appears to be stigma related to
mental health professionals disclosing personal histories of sexual abuse or acknowledging
symptoms related to vicarious trauma, thus making obtaining accurate information difficult
(Bride, 1999; Catanese, 2010; Kadambi & Truscott, 2003). Despite this, self-report data often is
more reliable than non-self-reported methods if individuals are guaranteed anonymity, such as
they were in this research study (Chan, 2009).
Recommendations
There were several identified gaps in the literature this study attempted to address, and
gaps that remain. While some information was gathered from this research, there remain
unanswered questions and additional areas to explore. As such, there are several recommended
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areas for future research that will continue to provide clarification on the findings from this
present study.
In future studies, it is recommended that researchers look at a wider sample of individuals
across the United States, as the present study used many Minnesota resources to solicit
participants. This would provide more generalizable results.
It is also recommended that future research work to identify how these options associated
with therapists who work with sex offenders compare to the same factors of general therapists.
This may provide information regarding whether individuals working with sexual offenders
experience vicarious trauma at rates similar or different to general therapists. Another possible
consideration for future research is to consider the format in which the question was asked on the
questionnaire and the statistical test that was used to examine the data (e.g., examining several
groups through an ANOVA versus two groups through an independent t-test). Additional clarity
in the gathering of data is recommended to confirm the validity of the research. Therefore, it is
recommended for future research that questions be better approached by examining all possible
influences (e.g., the influence of a personal history of sexual abuse on their work as a sex
offender therapist, as illustrated through the post hoc test) or through a greater variety of answers
to choose from (e.g., more types of sexual offenses or relationships to perpetrators).
Finally, it is recommended that future research examine how protective factors, both in
the past and present, may influence levels of vicarious trauma for therapists who work with
sexual offenders. Such protective factors may include attending therapy, having a strong
supervisory relationship in the workplace, healthy support network, or other healthy coping
skills. This may provide insight into the relationship between the risk and protective factors and
levels of vicarious trauma.
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Conclusions
The present study attempted to bridge the gaps in current research and appears to be the
first to identify more specific factors of personal sexual abuse histories of sexual offender
therapists and how these histories may influence levels of vicarious trauma. As emphasized by
Figley (2004) and Pearlman (2004), the empirical literature on specific influences contributing to
vicarious trauma, factors that might prevent vicarious trauma, or the ability to ameliorate the
harmful effects of vicarious trauma are all lacking. Variables were examined to assess whether
individuals may be more likely to encounter symptoms related to vicarious trauma when they
had a personal history of these factors. Specifically, the study found that approximately onethird of therapists who work with sexual offenders had a personal history of sexual abuse before
the age of 18, most often as a result of a touch offense. These individuals experienced sexual
offenses on an average of 39 times by individuals both related and unrelated to them.
Surprisingly, all groups of individuals (personal history of sexual abuse, age of abuse, frequency
of abuse) had comparable levels of vicarious trauma, except when it came to the relationship of
the therapist to the abuser. The research showed that individuals who experienced abuse by
someone related to them experienced higher levels of vicarious trauma. While several of the
hypotheses were not supported, this study provided valuable information for therapists who work
with sex offenders and for areas of future research to help ameliorate the effects of vicarious
trauma.
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Appendix A

COLLABORATING INSTITUTIONS AND ORGANIZATIONS
•

Minnesota Association for the Treatment of Sexual Abusers (MnATSA) listserv
Founded in 1995, MnATSA is the Minnesota chapter of ATSA, that serves as an information
portal for professionals about sexual abuse prevention and intervention. Together, several
therapists who have worked and are working with sexual offenders are provided with support and
helpful information. There are approximately 2,100 members of MnATSA. (www.mnatsa.org)

•

Association for the Treatment of Sexual Abusers (ATSA) listserv
Based out of Oregon, ATSA is an international, multi-disciplinary organization that provides
information to therapists regarding the assessment, treatment, and management of individuals
who have committed sexual offenses or are at risk to abuse. Currently, there are more than 3,000
ATSA members. (www.atsa.com)

•

Project Pathfinder, Inc.
Located in St. Paul, Minnesota, Project Pathfinder, Inc. provides outpatient therapeutic services
to individuals who have committed sexual offenses. Furthermore, therapists employed at Project
Pathfinder, Inc. strive to educate the community about prevention and the harmful effects of
sexual abuse. (www.projectpathfinder.org)

•

Cornerstone Therapy and Recovery
Located several locations in the Twin Cities area, Cornerstone Therapy and Recovery is a
comprehensive and specialized treatment program for individuals with sex and cybersex
addiction. They also provide services for spouses and partners with sexual addiction, education
about sexual responsibility, and services for adolescents regarding sexuality. Currently,
Cornerstone Therapy and Recovery employs approximately nine therapists.
(www.cornerstonetherapyandrecovery.com).

•

Safety Center, Inc.
Located in Rochester and Bloomington, Minnesota, Safety Center, Inc. is a day treatment
program for individuals who engage in harmful sexual behaviors. The focus of the program is to
provide community safety, collaboration, and communication through a Relapse Prevention
model. Currently, Safety Center, Inc. employs approximately five therapists.
(www.safetycenterinc.com).

•

Alpha Human Services
Located in Minneapolis, Minnesota, Alpha Human Services is a non-profit organization with 37
years of experience in treatment sexually deviant behavior. Nationally recognized, Alpha Human
Services provides residential treatment, outpatient treatment, and evaluations and assessments.
Currently, Alpha Human Services employs approximately 30 therapists.
(www.alphaservices.org).
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Permission to Access Participants for a
Clinical Research Project (CRP)
Name of Student: Darci Wikelius, MA, LADC, LPCC
Name of CRP Chair: Jeffrey Brown, PhD, LP
Name of Agency:
Name(s) of Agency staff responsible for permitting access to participants:
Title of Project: Vicarious Trauma in Therapists who work with sex offenders with a Personal
History of Abuse
Brief Description of purpose or the hypothesis/hypotheses of the study: The study will seek
to explore the relationship between personal abuse/trauma histories and vicarious trauma in
therapists who work with sexual offenders.
Description of the participants who will be accessed: Previous and current therapists who
work with sex offenders.
Description of the procedure(s) used to access the participants: The participants will be
provided questionnaires through Survey Monkey.
Description of the potential benefits and risks of this study for the participants, the
program, Augsburg University, or the community: The potential risks of this study for the
participants could include difficulty with recalling and/or disclosing potentially disturbing
information related to personal abuse, in addition to identification of symptoms of vicarious
trauma. Apart from a nominal (1 dollar) incentive for participating, there are no anticipated
specific benefits to participants for participating. The potential benefits to the sex offender
treatment programs, professional organizations and the community are increased education and
awareness of the frequency and factors influencing vicarious trauma in therapists who work with
sex offenders.
Procedure for ensuring anonymity or confidentiality of the data provided by the
participants [include any processes/procedures to limit access to agency from which the
participants are accessed]: The researcher will not have access to names or any other
identifying information of participants. Participants will use Survey Monkey for purposes of
gathering the research data. All functions on Survey Monkey that would allow identification of
participants will be disabled. Data will be collected and stored on a password protected,
encrypted computer and will be kept in a secured location for six years, after which, the data will
be destroyed.
(Site) requests that Darci Wikelius conduct the research project described above on behalf of the
agency. Darci Wikelius is granted permission to access the potential participants and to use the
results of her analysis as the basis for a Clinical Research Project at Augsburg University. The
student will submit a copy of the completed CRP to the (Site). The student will also prepare
additional summaries, reports, and analyses of the data for the agency as requested. Participation
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in the survey is anonymous. Any information that is provided to agencies will only include the
overall findings of the research and will not obtain specific, individual participant information
that could confirm a person’s involvement or identify a person’s survey responses.
The Chair of this CRP along with the Clinical Psychology Program Dean agree to supervise the
data collection process, and to ensure that the process conforms to applicable ethical and legal
requirements. Final permission to access the participants is contingent upon approval by the
Augsburg University Institutional Review Board.
_____________________________________________
Signature of (Site) Representative

____________
Date

_____________________________________________
Signature of Program Dean, Clinical Psychology

____________
Date

______________________________________________
Signature of Campus Vice President of Academic Affairs

____________
Date

______________________________________________
Signature of College Dean, Clinical Psychology

____________
Date

______________________________________________
Signature of Student

____________
Date
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ATSA/MNATSA/FACEBOOK POSTING

Participants Wanted!
I am a graduate student in clinical psychology at Augsburg University
doing my doctoral research. I am looking for current or previous
therapists who work or have worked with sex offenders, and I am
hoping you’ll help me by completing a brief (10-15 minute) online
survey about your experiences!
Participation is VOLUNTARY.
Some therapists experience stress or other symptoms as a result of
working with sex offenders. Over time, these symptoms, known as
“vicarious trauma,” can lead to burnout or psychological distress. This
study is seeking to understand what factors increase or decrease a
therapist’s risk for vicarious trauma, and by participating, you can
help us understand this important topic, to better help therapists be
resilient in their work.
What the study involves:

• Participants will be asked to complete a brief online
survey via Survey Monkey
• You can participate anonymously. However, participants
who choose to provide a mailing address will be provided
with a dollar coin as a modest thank you for your help!
Participation in this study is CONFIDENTIAL and can be anonymous.
To complete the survey, visit:

https://www.surveymonkey.com/r/wikelius
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RECRUITMENT/CONSENT LETTER AND E-MAIL
Dear Participant,
My name is Darci Wikelius, and I am a doctoral student in the Clinical Psychology Department
at Augsburg University. I am conducting this study as partial fulfillment of my doctoral degree,
under the advisory of Dr. Jeffrey Brown.
You are being invited to participate in a research study on investigating influences on the
presence and severity of vicarious trauma in therapists who work with sexual offenders. You
were selected as a possible participant because of your current or past employment as a sex
offender treatment facility, or because of our involvement in the Association for the Treatment of
Sexual Abusers. Please read this entire email and ask any questions you may have before
agreeing to participate in the study. If you have any questions now or later, you may contact me,
Darci Wikelius at 320-226-2152 or wikeliud@augsburg.edu. You can also contact my advisor, Dr.
Jeffrey Brown at 612-618-6087 or jabrownn@minn.net. If you contact the researcher, understand
that your anonymity cannot be guaranteed; however, confidentiality will be protected. If you
have questions about your rights as a research subject or want to discuss problems/complaints
about the research study, send an email to IRB@augsburg.edu.
If you agree to this study, I will ask you to complete three surveys via Survey Monkey. These
surveys will take approximately 10 – 15 minutes to complete.
The risks associated with this study include discomfort associated with filling out survey forms.
Furthermore, recalling details of sexual abuse may contribute to your discomfort. Information
on crisis resources to discuss concerns will be provided should discomfort occur. You can
contact these helplines for free support and consultation.
After completing all the measures, you will be invited, if you wish, to provide contact
information to be mailed a dollar coin in appreciation for your participation in the study. Names
and addresses for incentive fulfillment will be kept in a separate datafile from study responses, so
that the investigator is unable to link names and addresses to specific survey responses. Apart
from this nominal incentive, there are no benefits likely to accrue to you by participating in this
study. It is possible that your participation in this study will also assist psychologists in general
in understanding and identifying how experiences of sexual abuse may contribute to vicarious
trauma.
The information I obtain from you will be anonymous unless you provide your name and address
to receive an anonymous incentive. The ability for Survey Monkey to identify and gather IP
addresses will be disabled to ensure your anonymity. No one, including the investigator, will be
able to connect the information that you will provide in this study with your name. Data for this
study will be stored securely on a password encrypted flash drive in a locked file cabinet, and
only I, my research collaborators and committee will have access to it. The results will be
disseminated in a final paper and presented to the faculty in the Psychology department for
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departmental honors. Upon request from participating agencies, a brief summary of the findings
may be provided. The results also may be published in a professional journal. In any form of
dissemination, I will not include any information that will make it possible to identify you
because the data contain no identifying information. Names and addresses for incentive
fulfillment will be kept in a separate datafile from study responses, so that the investigator is
unable to link names and addresses to specific survey responses. Following a period of six years,
the stored flashed drive containing the collected data will be destroyed.
You understand that your participation is voluntary. If you do not participate, it will not harm
your employment. If you decide to participate, you can refuse to answer any of the questions
that make you uncomfortable for any other reason. You can quit at any time without affecting
your relations with the university, with your employer, and with your work as a sex offender
therapist.
You have read the above information and understand the explanation provided to you. You have
had all your questions answered to your satisfaction, and you voluntarily agree to participate in
this study. Consent to participate in this study is implied by clicking on the link below and
completing the survey. You may keep this e-mail for your records.
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MENTAL HEALTH CRISIS TEAM INFORMATION
Answering sensitive personal questions such as those on this survey can cause intense emotional
distress. If you need help managing your distress during or after this survey, there is help
available:
In Minneapolis, the Walk-In Counseling center provide free telehealth counseling which can be
anonymous: https://walkin.org/
Also, you can contact a trained crisis counselor 24/7 at:
• National Suicide Prevention Lifeline – 1-800-273-TALK (8255)
• Minnesota Crisis Text Line – text “MN” to 741741
• National Crisis Text Line – text “NAMI” to 741741
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DEMOGRAPHIC QUESTIONNAIRE
Directions: Please complete the following questions to the best of your knowledge. Thank you
for your participation in this study.
1. Age: ____________
2. Gender:
Male
Female
Other ___________
3. Race:
White
Hispanic
African American
Asian American
Native American
Other _____________
4. Highest level of Education Completed:
Bachelor’s
Master’s
Doctorate
Other _______________
5. Primary Practice Location:
Civil Commitment
Inpatient
Outpatient
Other _________________
6. Length of time as a sex offender therapist: ______________
7. Are you currently providing sex offender treatment?
Yes
No
8. Type of sex offenders at your primary practice location (Check all that apply):
Child Sexual Abuse
Rapist
Exhibitionist
Internet Offender
Other __________________
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SECONDARY TRAUMATIC STRESS SCALE
The following is a list of statements made by persons who have been impacted by their work with traumatized
clients. Read each statement then indicate how frequently the statement was true for you in the past seven (7)
days by circling the corresponding number next to the statement.
NOTE: “Client” is used to indicate persons with whom you have been engaged in a helping relationship. You
may substitute another noun that better represents your work such as consumer, patient, recipient, etc.

________________________________________________________________________
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

I felt emotionally numb
My heart started pounding when I
thought about my work with clients
It seemed as if I was reliving the
trauma(s) experienced by my client(s)
I had trouble sleeping
I felt discouraged about the future
Reminders of my work with clients upset
me
I had little interest in being around
others
I felt jumpy
I was less active than usual
I thought about my work with clients
when I didn't intend to
I had trouble concentrating
I avoided people, places, or things that
reminded me of my work with clients
I had disturbing dreams about my work
with clients
I wanted to avoid working with some
clients
I was easily annoyed
I expected something bad to happen
I noticed gaps in my memory about
client sessions

Copyright

Never

Rarely

Occasionally Often

1

2

3

1999 Brian E. Bride.

Intrusion Subscale (add items 2, 3, 6, 10, 13)
Avoidance Subscale (add items 1, 5, 7, 9, 12, 14, 17)
Arousal Subscale (add items 4, 8, 11, 15, 16)
TOTAL (add Intrusion, Arousal, and Avoidance Scores)

Intrusion Score ___
Avoidance Score ___
Arousal Score ___
Total Score ___

4

Very
Often
5
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PERSONAL HISTORY QUESTIONNAIRE
Disclosure: The questions that follow ask about personal experiences of sexual abuse. As such,
these questions are sensitive, may be difficult to answer and may evoke painful thoughts and
emotions. I appreciate your willingness to answer these questions, which will help aid in our
understanding of therapists’ experiences and how to promote resilience for therapists. You
should feel free not to answer any question that you would prefer not to answer.
In this survey, sexual abuse means unwanted and non-consenting sexual activity or threats or
being taken advantage of sexually by force. Based on this definition, please answer the
following questions:
1. Have you personally experienced sexual abuse?
Yes (Continue Survey)
No (End Survey)
2. What type of sexual abuse did you experience? (check all that apply)
Sexual Harassment:
o Sexual Harassment means unwelcomed sexual advances, requests for sexual
favors, or other verbal or physical harassment of a sexual nature. Some
examples might be: sexual harassment at work or school, someone making
unwanted comments about your body or appearance, someone suggesting sex
acts to you when you didn’t want them to, people saying sexual things to you
without your permission or interest.
Unwanted Sexual Contact
o Unwanted Sexual Contact could include any form of touch that is unwanted
and sexual in nature. This could include a person placing a hand on your
thigh, grabbing of genitals, someone placing his/her arm around you, someone
kissing you on any location of your body or being forced to engage in any
other sexual behaviors.
Rape:
o Rape means sex you didn’t consent to with someone else.
Exhibitionism
o Exhibitionism means being unexpectedly exposed to viewing someone’s
genitals without your consent.
Nonconsenting exposure to pornographic material
o This could include any person coercing or forcing you to view material that
involves sexual content.
Other ________________
3. What was your relationship to the person that sexually abused you? (check all that apply)
Stranger
Friend
Family Member

VICARIOUS TRAUMATIZATION

97

Spouse
Client
Other _______________
4. At what age(s) did you experience sexual abuse? (check all that apply)
0-10 years
11-17 years
18-30 years
31-40 years
41-50 years
51 and above
5. Approximately how many times did you experience sexual abuse? If you are uncertain,
you can give a range, such as 20-30 times, or more than 100 times, or whatever feels
appropriate to you.
___________________
6. Do you believe your experience of sexual abuse has influenced your work with sex
offenders?
Yes, Positively
Yes, Negatively
No
Yes, Positively & Negatively
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Appendix I
SUMMARY OF RESEARCH RESULTS
Thank you for your assistance with my Clinical Research Project. This document
provides a brief summary of the research project and what was learned from your
participation.
There is limited research on vicarious trauma among therapists who treat sexual offenders
and who have a personal history of sexual abuse (Cunningham, 2003). Furthermore, research is
limited with respect to specific factors that might be related to the presence of vicarious trauma
in therapists who work with sex offenders, such as the influence of a personal history of sexual
abuse. Researchers have also studied demographic variables that may be associated with
vicarious trauma in therapists who work with sex offenders, such as gender, age, primary
practice location, length of experience as a therapist, and personal history of abuse. However,
the ways that these variables affect vicarious trauma is unclear. Whether a personal history of
abuse influences the presence and severity of vicarious trauma among therapists who work with
sex offenders is also unknown.
This study attempted to learn about the personal sexual abuse histories of therapists who
work with sex offenders and how these histories may influence their experiences of vicarious
trauma. The sample ultimately included 156 therapists who work with sexual offenders, who
were mostly female (n = 121, 68%), White (n = 154, 86.5%), currently providing sex offender
treatment (n = 119, 66.9%) and who had provided sex offender therapy for an average of about
11 years. Most participants held a Masters degree (n = 102; 73%). Many were engaged in
outpatient practice (n = 70; 44%), followed by civil commitment (n = 40; 30%). Participants
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worked most commonly with offenders who had engaged in child sexual abuse offenses (n =
149; 93%) followed by rape offenses (n = 132; 82%).
Most participants in this study did not report a personal sexual assault history (n = 99;
63%), but a substantial minority did (n = 57; 37%). However, the participants in this study who
did have a personal history of sexual abuse, generally reported a severe, chronic history of sexual
abuse. About one-third of participant therapists reported a personal history of sexual abuse
before the age of 18, most often as a result of a touch offense. Participants reported experiencing
sexual offenses an average of 39 times by individuals both related and unrelated to them. Many
reported abuse across the lifespan. Most therapists who participated reported low levels of
vicarious trauma, even if they had a personal history of sexual abuse. This was true despite the
reported severity, chronicity, and longevity of the abuse that participants endured. The study
hypothesized that participants with a personal history of sexual abuse, participants who were
abused in childhood, participants who were abused by relatives (vs. non-relatives), and
participants who were abused more frequently would have higher levels of vicarious trauma.
Although participants who were abused by relatives did have significantly higher levels of
vicarious trauma compared to those abused by non-relatives, the other hypotheses were not
supported. In addition, among therapists with a personal history of sexual abuse, and even
despite the severity and chronicity of the abuse they had experienced, these participants remained
optimistic about the impact of the abuse experience on their work. Not one participant reported
an exclusively negative impact on their work as a result of being sexually abused. In fact, more
than one third (n =19; 33%) reported a positive influence, and even more reported both a positive
and negative influence (n = 23; 40%).
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A limitation of the study involved the demographics of the sample itself. Thus, the
limitations are that the sample did not include individuals no longer working in the field, those
who resided outside of the Midwest, or those who worked at all possible treatment settings.
While the study overall yielded an adequate sample size and response rate, the sample may have
been skewed in part as a result of self-selection of who chose to participate or not participate.
The study inquired about personal and potentially difficult information to divulge. As a possible
consequence, those who were experiencing vicarious trauma or had experienced it relatively
recently may have been less likely to participate
Way et al. (2004) examined the length of time of therapists work with sex offenders and
levels of vicarious trauma. The authors found that newer therapists experienced higher levels of
vicarious trauma in comparison to experienced therapists. In addition, individuals who were
most affected by vicarious trauma may have prematurely left the field and therefore have not
been reflected in results of this type of research. This is supported by Way and colleagues (2004)
who believed their research to have been influenced by therapists who were most affected by
vicarious trauma and may have left the field prematurely.
The present study attempted to bridge the gaps in current research and appears to be the
first to identify more specific factors of personal sexual abuse histories of sexual offender
therapists and how these histories may influence levels of vicarious trauma. The study found
that approximately one-third of therapists who work with sexual offenders had a personal history
of sexual abuse before the age of 18, most often as a result of a touch offense. These individuals
experienced sexual offenses on an average of 39 times by individuals both related and unrelated
to them. Surprisingly, all groups of individuals (personal history of sexual abuse, age of abuse,
frequency of abuse) had comparable levels of vicarious trauma, except when it came to the
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relationship of the therapist to the abuser. The research showed that individuals who experienced
abuse by someone related to them experienced higher levels of vicarious trauma. While several
of the hypotheses were not supported, this study provided valuable information for therapists
who work with sex offenders and for areas of future research to help ameliorate the effects of
vicarious trauma.

